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SECTION 1. SUMMARY OF KEY ACCOMPLISHMENTS OF YOUR CHIP PROGRAM

This section is designed to highlight the key accomplishments of your CHIP program to date toward
increasing the number of children with creditable hedth coverage (Section 2108(b)(1)(A)). This section
aso identifies strategic objectives, performance goals, and performance measures for the CHIP
program(s), aswell as progress and barriers toward meeting those goas. More detailed andysis of
program effectivenessin reducing the number of uninsured low-income children is given in sections that

follow.

11

1.2

What is the estimated basdline number of uncovered low-income children? Isthis estimated
basdline the same number submitted to HCFA in the 1998 annud report? If not, what estimate
did you submit, and why isit different? 14,662, No, North Dakota did not complete a 1998
annual report as Phase | did not start until October 1, 1998. The information presented
hereis based on a Robert Wood Johnson Foundation Family Survey conducted in 1998
(Recalibrated). The baseline reported in the Sate Plan Amendment submitted on July 21,
1998 was 16,700 and was based on a North Dakota Health Task Force reported
conducted in 1994.

111 What arethe data source(s) and methodology used to make this estimate?
Robert Wood Johnson Foundation Family Survey (Recalibrated) completed in
1998 by the North Dakota Department of Health.

1.1.2 Wha isthe State's assessment of the rdiability of the basdine estimate? What are the
limitations of the data or estimation methodology? (Please provide a numerica range or
confidence intervasif available) The standard error for the health insurance survey
guestion about the uninsured was .00035. Thistranslates to a confidence interval
of 8.599 to 8.6006.

How much progress has been made in increasing the number of children with creditable health
coverage (for example, changesin uninsured rates, Title XXI enrollment levels, estimates of
children enrolled in Medicaid as aresult of Title XXI outreach, anti-crowd-out efforts)? How
many more children have creditable coverage following the implementation of Title XXI?
(Section 2108(b)(1)(A)) Phase | has provided Medicaid coverage for 266 individuals
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during the report year.

1.2.1 What are the data source(s) and methodology used to make this estimate? Form
HCFA-64.21e

1.2.2 Wha isthe Stat€' s assessment of the rdiagbility of the estimate? Whet are the limitations
of the data or estimation methodology? (Please provide anumerica range or
confidence intervasif available) The state is very confident that thisinformation is
accurate asit is based on the number of individuals enrolled in Phase | of the
children’s health insurance program.

1.3  What progress has been made to achieve the State' s strategic objectives and performance goals
for its CHIP program(s)?

Please complete Table 1.3 to summarize your State' s strategic objectives, performance goals,
performance measures and progress towards meeting godls, as specified in the Title XXI State
Plan. Be as specific and detailed as possible. Use additiona pages as necessary. Thetable
should be completed asfollows:

Column1l. List the Stat€'s strategic objectives for the CHIP program, as specified in the
State Plan.

Column 2. List the performance gods for each strategic objective.

Column3:  For each performance goa, indicate how performance is being measured, and
progress towards meeting the god. Specify data sources, methodology, and
specific measurement approaches (e.g., numerator, denominator). Please
attach additiona narrative if necessary.

For each performance god specified in Table 1.3, please provide additiond narrative discussng how
actual performance to date compares againgt performance goas. Please be as specific as possble
concerning your findingsto date. If performance gods have not been met, indicate the barriers or
condraints. The narrative aso should discuss future performance measurement activities, including a
projection of when additiond data are likely to be available.
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Table 1.3

1) ) ©)

Strategic Objectives Performance Gods for Performance Measures and Progress

(es specified in Title each Strategic Objective | (Specify data sources, methodology, numerators, denominators, etc.)
XXI State Plan)

OBJECTIVESRELATED TO REDUCING THE NUMBER OF UNINSURED CHILDREN

Reduce the 1.1 By September 30, Data Sources. Form HCFA-64.21E and monthly eligibility reports.
per centage of 1999, at least 750

Medicaid dligible previously uninsured Methodology: Summary of data from eligibility files.

children 18 years of eigible children will be

agewho are enrolled in Medicaid Numerator: N/A

uninsured.

Denominator: N/A

Progress Summary: There was a net increase of 449 children from the month of
September 30, 1998 to the month of September 30, 1999 in the number of
children enrolled in the program.

Total unduplicated number of children ever enrolled in the Medicaid and SCHIP
programs during the year ended September 30, 1999 was 29,783. For
comparison purposes, the number eligible for the month of September 30, 1998

was 20,219.
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Table 1.3

1.2 By September 30,
1999, the percentage of
eligible children 18 years
of ageenrolled in
Medicaid will be
increased from 0% to
65%

Data Sources. HCFA 64.21e and the 1998 Robert Wood Johnson Foundation
uninsured survey.

Methodology: The number of individuals receiving service during the fiscal year
ended September 30, 1999 divided by the number of 18 year olds identified as
being at or below 100% of the poverty level during the 1998 Robert Wood
Johnson foundation survey.

Numerator: The unduplicated number of 18 year old recipients determined
eligible for the SCHIPs program for the fiscal year ended September 30, 1999.
Denominator: The unduplicated number of 18 year olds at or under 100% of the
poverty level who are uninsured according to the Robert Wood Johnson
Foundation survey.

Progress Summary: According to the Robert Wood Johnson Survey, there were
257 individuals at, or under 100% of the poverty level that were uninsured.
Based on the HCFA 64.21e the program covered 266 unduplicated number of
individuals ever enrolled. Based on thisreview, it would appear that we have
enrolled more individuals than identified by the survey. The reason for thisis
that the 257 individual s identified by the Robert Wood Johnson Survey is based
on gross income and for Medicaid, adjusted grossincome is used. The Robert
Wood Johnson numbers are for a point in time and the 266 €ligible recipients are
for the entire year with eligibility changing do to birth dates. The Robert Wood
Johnson survey did not consider individuals who had access to Indian Health
Services as being uninsured. Medicaid allows these individuals, plus other
individuals who have private insurance, to be covered. Thus, some of the
individualsidentified in the 266 may be considered insured by the Robert Wood
Foundation Survey. We conclude that we have met and likely exceeded the 65%
goal established for primary coverage to this small group of children.
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Table 1.3

1.3 By March 31, 1999,
a coordinated statewide
outreach program for
the identification and
enrollment of Medicaid
eligible children into the
programwill be
established.

Data Sources:
Methodol ogy:
Numerator:

Denominator:

Progress Summary: The Department sent out a listing of all eligible 18 year olds
known to the Department’ s computer system to each county instructing them to
review the list and provide éligibility to any 18 year old who was eligible for the
service. Additionally, with Phase 2 of the Healthy Steps program, the
Department, in partnership with the Dakota Association of Community Health
Centers, Inc. and the North Dakota Medical Association hosted training in eight
regions of the state, to two Indian reservations and the Robert Wood Johnson
pilot sites.

OBJECTIVESRELATED TO CHIP ENROLLMENT
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Table 1.3

Data Sources:
Methodol ogy:
Numerator:

Denominator:

Progress Summary:

OBJECTIVESRELATED TO INCREASING MEDICAID ENROLLMENT

Data Sources:
Methodol ogy:
Numerator:

Denominator:

Progress Summary:

OBJECTIVESRELATED TO INCREASING ACCESSTO CARE (USUAL SOURCE OF CARE, UNMET NEED)
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Table 1.3

Improve access to 2.1 By September 30, Data Sources. Eligibility reports and Primary Care Physician(PCP) Reports
health care services | 1999, at least 90 percent | (SB1-771-AA).

for eligible children of eligible children
enrolled in Medicaid | enrolled in Medicaid will | Methodology: The number of individuals who are on the primary care physician
have an identified program divided by the number of individuals eligible for the program.

primary care provider.
Numerator: Number of children who are on the primary care physician program.

Denominator: The number of individuals who are required to have the primary
care physician program.

Progress Summary: As of August 1999, 90% that are on the PCP program have a
PCP identified.
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Table 1.3

2.1 By September 30,
1999 there will bea
decreasein the
proportion of Medicaid
enrolled children who
were unable to obtain
needed medical care
during the preceding
year.

Data Sources: EPSDT Reports and detailed service reports.

Methodology: Method used was to determine number of eligible recipients for
EPSDT and number that received a service during the fiscal year ended
September 30, 1998 and 1999 and compar e the percentage from each year.

Numerator: The number of recipients receiving services during the fiscal year
ended September 30, 1998 and 1999.

Denominator: The number of recipients eligible for the fiscal year ended
September 30, 1998 and September 30, 1999.

Progress Summary: Services provided increased by 3% from fiscal year ended
September 30, 1998 to 1999.

OBJECTIVESRELATED TO USE OF PREVENTIVE CARE (IMMUNIZATIONS, WELL-CHILD CARE)
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Table 1.3

Ensurethe dligible
children enrolled in
Medicaid receive
timely and
comprehensive
preventive health
care services

3.1 By September 30,
1999, at least 50 percent
of eligible children 18
years of age enrolled in
Medicaid will have
received a Hepatitis B
vaccination.

Data Sources. THOR System

Methodology: Compare the number of children receiving a Hepatitis B
vaccination with the number of S-CHIP eligible children for the month of
September, 1999 that were known to the THOR system.

Numerator: The number of children receiving one or more Hepatitis B
vaccinations as reported on the THOR system.

Denominator: The number of children eligible for the S-.CHIP programin
September 1999 that were known to the THOR system.

Progress Summary: 51.7% of the children known to the THOR system have
received one or more Hepatitis B immunizations. Of these, 60% had received
three, 27% had received two, and 13% had received one vaccination. The data
used for this summary is very limited as the THOR system has only been in
existence since the summer of 1996. Consequently, the information used hereis
very limited, asinformation for only 39% of the children eligible was available.
This information is available because the medical provider has entered some or
all of their data onto the THOR System. The THOR systemis the best
information available as the Medicaid system only retains two years worth of
claims data and does not have detailed claims payment data dating back 18
years.
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Table 1.3

3.2 By September 30,
1999, at least 50 percent
of eligible children
enrolled in Medicaid will
have received a tetanus
booster.

Data Sources. Immunizations from the THOR system maintained by the Health
Department

Methodology: Compare the number of individuals from 10 to 18 who should
have a booster with the number that actually received a booster shot.

Numerator: The number of booster shoots provided.

Denominator: Ten percent of the children in the age group of 10 to 18. Ten
percent was used, as a booster isrequired only once every ten years.

Progress Summary: It was determined that approximately 43% received a tetanus
booster during the fiscal year ended September 30, 1999.

3.3 By September 30,
1999, at least 45% of
eligible children enrolled
in Medicaid will have
received a Health Track
(EPSDT) screening.

Data Sources. Annual EPSDT participation report form for the fiscal year ended
September 30, 1999.

Methodology: Actual number of initial and periodic screening services provided
divided by the number of expected number of initial and periodic screening
services provided.

Numerator: Actual number of initial and periodic screening services.

Denominator: Expected number of initial and periodic screening services.

Progress Summary: The screening ratio for the fiscal year ended September 30,
1999 was 57%.

OTHER OBJECTIVES
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Table 1.3

Ensurethe dligible
children enrolled in
Medicaid receive
high-quality health
care services

4.1 By September 30,
1999, the annual
readmission rate for
asthma hospitalizations
among eligible children
enrolled in Medicaid will
have decreased
compared to therate
during prior year.

Data Sources: Summary Completed by North Dakota Health Care Review based
on DRG 098 for 0 —17 year olds and DRG 096 & 097 for age 18.

Methodology: Comparison of the readmission rate for the fiscal year ended
September 30, 1998 to the fiscal year ended September 30, 1999.

Numerator: Number of asthma readmissions.
Denominator: Number of Medicaid children having an asthma admission

Progress Summary: Based on the information, the readmission rate for the fiscal
year ended September 30, 1998 was .1350. The readmission rate for the fiscal
year ended September 30, 1999 was .1603. In looking at the numbers, the cause
of increase is due to a major decrease in the number of admissions. Admissions
decreased from 163 to 131 while readmissions decreased from 22 to 21. Based
on these numbers, it can be assumed that recipients with asthma are being
treated with a need for fewer admissions, but for those admitted to the hospital,
the seriousness of the asthma more frequently results in readmissions.
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Table 1.3

4.2 By March 31, 1999,
a set of quality
indicatorswill be
selected and methods
established for ongoing
data collection and
monitoring of these
indicators.

Data Sources:
Methodol ogy:
Numerator:

Denominator:

Progress Summary: The Department of Human Servicesisin the process of
procuring a decision support and executive information system from the Medstat
Group. Included in this softwareis built in quality indicators that we will use for
monitoring our program, both Medicaid and SCHIP. These indicatorsinclude
such things as well child visits, immunizations, preventable childhood diseases,
dental screens, hearing screens, vision screens, lead screens, anemia screens, TB
screens. This information should be available in November 2000.
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Table 1.3

4.3 By December 31, Data Sources:
1999, at least 80 percent

of eligible children Methodol ogy:
enrolled in Medicaid

surveyed will report Numerator:
overall satisfaction with

their health care. Denomingtor:

Progress Summary: A survey was completed of eligible recipients during 1998
with a resulting satisfaction of 84.6% of being somewhat or very satisfied with
the services they have received fromtheir primary care physician. An updated
survey instrument is currently being devel oped and will be conducted in the later
half of 2000.

Developed by the National Academy for State Health Policy Page 14 of 66 04/28/00




Table 1.3

Improve the health
status among eligible
children enrolled in
Medicaid

5.1 By December 31,
1999, a method will be
established and a survey
instrument devel oped
and/or adopted for use
in assessing overall
health status amount
eligible children enrolled
in Medicaid, overtime,
and as compared to
other groups of children.

Data Sources:
Methodol ogy:
Numerator:

Denominator:

Progress Summary: The Department of Human Servicesisin the process of
procuring a decision support and executive information system from the Medstat
Group. Included in this softwareis built in quality indicators that we will use for
monitoring our program, both Medicaid and SCHIP. These indicatorsinclude
such things as well child visits, immunizations, preventable childhood diseases,
dental screens, hearing screens, vision screens, lead screens, anemia screens, TB
screens. This information should be available in November 2000.
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Table 1.3

By December 31, 1999, a
set of child health status
indicatorswill be
selected and methods
established for ongoing
data collection and
monitoring of these
indicators. Careful
consideration will be
given to subgroups such
as American Indians and
children with special
health care needs.

Data Sources:
Methodol ogy:
Numerator:

Denominator:

Progress Summary: The Department of Human Servicesisin the process of
procuring a decision support and executive information system from the Medstat
Group. Included in this softwareis built in quality indicators that we will use for
monitoring our program, both Medicaid and both phases of S CHIP. These
indicators include such things as well child visits, immunizations, preventable
childhood diseases, dental screens, hearing screens, vision screens, lead screens,
anemia screens, TB screens. This information should be available in November
2000. The information will be able to be analyzed by race, location and by age.
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SECTION 2. BACKGROUND

This section is designed to provide background information on CHIP program(s) funded through Title

XXI.

21

How are Title XXI funds being used in your State?

211 Ligdl programsin your State that are funded through Title XXI. (Check dl that
apply.)

_X_ Providing expanded digibility under the State’'s Medicaid plan (Medicaid CHIP
expanson)

Name of program: __ North Dakota Medicaid

Date enrollment began (i.e,, when children first became digible to receive
sarvices): _October 1, 1998

____ Obtaining coverage that meets the requirements for a State Child Hedlth Insurance
Plan (State-designed CHIP program)

Name of program:

Date enrollment began (i.e,, when children first became digible to receive
services):

____ Other - Family Coverage

Name of program:

Date enrollment began (i.e,, when children first became igible to receive
services):

____ Other - Employer-sponsored Insurance Coverage

Name of program:

Date enrollment began (i.e,, when children first became igible to receive
services):

Developed by the National Academy for State Health Policy Page 17 of 66 04/28/00




____ Other - Wraparound Benefit Package

Name of program:

Date enrollment began (i.e,, when children first became digible to receive
services):

___ Other (specify)

Name of program:

Date enrollment began (i.e., when children first became ligible to receive
services):

2.1.2 If State offersfamily coverage: Please provide abrief narrative about
requirements for participation in this program and how this program is coordinated with
other CHIP programs. N/A

2.1.3 If State hasa buy-in program for employer-sponsored insurance: Please provide
abrief narrative about requirements for participation in this program and how this
program is coordinated with other CHIP programs. N/A

2.2  What environmenta factorsin your State affect your CHIP program?
(Section 2108(b)(1)(E))

2.2.1 How did pre-exigting programs (including Medicaid) affect the design of your CHIP
program(s)? Phase | of the Healthy Steps programis a Medicaid Expansion for
children 18 years of age. The current Medicaid program coversindividual from
zero through five at 133% of the federal poverty level and 6 through 17 at 100%
of the federal poverty level. This expansion completed the coverage of poverty
level children through 18 years of age up to 100% of the poverty level that will
be federally mandated by 2001.

2.2.2 Wereany of the preexisting programs “ State-only” and if so what has happened to
that program?

_X_No pre-existing programs were “ State-only.”
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____ Oneor more pre-exigting programs were “ State only” ¥ Describe status of
program(s): Isit ill enrolling children? What isits target group? Wasit folded
into CHIP?

2.2.3  Describe changes and trends in the State Since implementation of your Title XXI
programs that “ affect the provison of accessble, affordable, quality hedth insurance
and hedthcare for children.” (Section 2108(b)(1)(E))

Examples arelisted below. Check dl that apply and provide descriptive narrative if
gpplicable. Please indicate source of information (e.g., news account, evauation
sudy) and, where available, provide quantitative measures about the effects on your
CHIP program.

N/A changes to the Medicaid program

___Presumptive digibility for children

___ Coverage of Supplementa Security Income (SSI) children
____Provison of continuous coverage (specify number of months )
____Elimination of assetstests

____Elimingtion of face-to-face digibility interviews

__Eadng of documentation requirements

N/A _Impact of welfare reform on Medicaid enrollment and changes to
AFDC/TANF (specify) Effect happened before program was implemented.

_X__ Changesin the private insurance market that could affect affordability of or
accessihility to private hedth insurance

_X_ Hedthinsurance premium rate increases (News Release)

___ Legd or regulatory changes related to insurance

___ Changesininsurance carrier participation (e.g., new carriers entering
market or existing carriers exiting market)

_X_ Changesin employee cost-sharing for insurance (News Release)

___Avalability of subsdiesfor adult coverage

___ Other (specify)

_N/A Changesin the ddivery sysem
Changesin extent of managed care penetration (e.g., changesin HMO,
IPA, PPO activity)
Changes in hospitd marketplace (e.g., closure, conversion, merger)

Other (specify)
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N/A Development of new hedlth care programs or services for targeted low-income
children (specify)

_X_ Changesin the demographic or socioeconomic context
___ Changesin population characterigtics, such as racia/ethnic mix or
immigrant Satus (Joecify)
___ Changesin economic circumstances, such as unemployment rate (pecify)

_X_ Other (specify)__Exodus of population in the state - Example From 1998 to
1999 there was a 4,000 Decrease (News Accounts)

_X_ Other (specify) Depressed Farm Economy (News Accounts)
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SECTION 3. PROGRAM DESIGN

This section is designed to provide a description of the dements of your State Plan, including digibility,
benefits, delivery system, cost-sharing, outreach, coordination with other programs, and anti-crowd-out

provisons.
3.1 Whoisdighle?

3.1.1 Describe the sandards used to determine digibility of targeted low-income children for
child hedlth assistance under the plan. For each standard, describe the criteria used to
apply the standard. If not applicable, enter “NA.”

Table 3.1.1
Medicaid State-designed | Other CHIP
CHIP Expansion Program | CHIP Program | Program*
Geographic area served by the | State wide program
plan

(Section 2108(b)(1)(B)(iv))

Age

18 year olds through the
month of their 19"

birthday
Income (define countable 0-100% of the federal
income) poverty level
Resources (including any Asset test required —
standards relating to spend household of two - $6,000
downs and disposition of plus $25 additional
resources) member
Residency requirements Must be state resident
Disability gatus N/A
Access to or coverage under N/A
other health coverage (Section
2108(b)(1)(B)(i))
Other standards (identify and N/A
describe)
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*Make a separate column for each “ other” programidentified in Section 2.1.1. Toadd a
column to a table, right click on the mouse, select “ insert” and choose “ column” .
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3.1.2 Howoftenisédigibility redetermined?

Table 3.1.2

Redetermination Medicaid CHIP State-designed Other CHIP Program*
Expansion Program CHIP Program

Monthly @)

Every 9x months

Every twelve months

Other (specify)

*Make a separate column for each “other” program identified in Section 2.1.1. To add acolumnto a

table, right click on the mouse, select “insert” and choose “column”.

3.1.3 Isdigihility guaranteed for a specified period of time regardless of income changes?

(Section 2108(b)(1)(B)(v))
__Yes 2 Which program(s)?

For how long?
X__No

3.1.4 Doesthe CHIP program provide retroactive digibility?

_X__Yes © Which program(s)?___Phase | — Medicaid Expansion

How many months look-back? _ Three
No

3.1.5 Doesthe CHIP program have presumptive digibility?
___Yes < Which program(s)?
Which populations?

Who determines?
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3.1.6 Do your Medicaid program and CHIP program have ajoint gpplication?

3.1.7

3.18

_X__Yes < lIsthejoint gpplication used to determine digibility for other State

programs? If yes, specify. Food Stamps
___No

Evauate the strengths and weaknesses of your eligibility determination processin
increasing creditable hedlth coverage among targeted low-income children

Advantages
Can check all Medicaid coverage and other program eligibility for entire
family with one application.
Local personal contact available for questions.

Disadvantages

Large Application to complete (We are in the process of revising the
application form).

Requires numerous items to be verified for eigibility.

Possible negative stigma.

Evauate the strengths and weaknesses of your eligibility redetermination processin
increasing creditable hedth coverage among targeted low-income children. How does
the redetermination process differ from the initia igibility determination process?

The formis simpler and easier to complete than the original determination. The
process differsin that the redetermination form does not require all the
information that was required on the original determination. Questions are
asked regarding changes in status fromthe original determination without the
detail.

3.2  What benefits do children receive and how isthe ddlivery system structured?
(Section 2108(b)(1)(B)(vi))

321

NOTE:

Bendfits

Please complete Table 3.2.1 for each of your CHIP programs, showing which benefits
are covered, the extent of cost sharing (if any), and benfit limits (if any).

To duplicate atable: put cursor on desired table go to Edit menu and chose “ select”
“table” Oncethetableis highlighted, copy it by sdecting “copy” in the Edit menu and
then “paste’” it under the firg table.
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Table 3.2.1 CHIP Program Type

Benefit

Is Service
Covered?
(T = yes)

Cost-Sharing (Specify)

Benefit Limits (Specify)

Inpatient hospital services

O

Emergency hospital services

Outpatient hospital services

Physician services

Clinic services

Prescription drugs

Over-the-counter medications

O O O O] O O

Outpatient laboratory and
radiology services

Prenatal care

Family planning services

I npatient mental health services

Outpatient mental health services

I npatient substance abuse
treatment services

Residential substance abuse
treatment services

Outpatient substance abuse
treatment services

Durable medical equipment

G| O O O O] O O] O O

Disposable medical supplies

(@]
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Preventive dental services

Restorative dental services

Hearing screening

Hearing aids

Vision screening

Corrective lenses (including
eyeglasses)

Developmental assessment

I mmuni zations

Well-baby visits

Well-child visits

Physical therapy

Speech therapy

Occupational therapy

Physical rehabilitation services

Podiatric services

Chiropractic services

Medical transportation

Home health services

Nursing facility

G| O Of O| O O O O] O| O| O| Of O| Of O O O O] O O

ICF/MR

O

Hospice care
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Private duty nursing 0]

Personal care services

Habilitative services

Case management/Care ) Severely Emotionally Disabled, Devel opmentally
coordination Disabled and Pregnant Wormen

Non-emergency transportation o)

Interpreter services

Other (Specify)

Other (Specify)

Other (Specify)

NOTE: To duplicate atable: put cursor on desired table go to Edit menu and chose “sdect” “table” Oncethe table is highlighted, copy it by
selecting “copy” in the Edit menu and then “paste’ it under thefirgt table.
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3.2.2  Scope and Range of Hedlth Benefits (Section 2108(b)(1)(B)(ii))

Please comment on the scope and range of hedth coverage provided, including the
types of benefits provided and cost-sharing requirements. Please highlight the level of
preventive services offered and services available to children with specia hedth care
needs. Also, describe any enabling services offered to CHIP enrollees. (Enabling
sarvices include non-emergency trangportation, interpretation, individua needs
assessment, home visits, community outreach, trandation of written materids, and other
sarvices designed to facilitate access to care.)

We provide a comprehensive package of medical servicesfor Medicaid eligible
children with no cost sharing and very few limits. We also provide for special health care needs
through our regular program and through EPSDT.

Our service includes non-emergency transportation for medical appointments and home health

visits for newborns. Our application material has been translated to other languages as needed
and community outreach is provided through the EPSDT program.
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3.2.3 Ddivery Sysem

Identify in Table 3.2.3 the methods of ddivery of the child hedth assstance using Title
XXI funds to targeted low-income children. Check al that apply.

Table 3.2.3

Type of delivery system

Medicaid CHIP
Expansion Program

State-designed
CHIP Program

Other CHIP
Program*

A. Comprehensiverisk
managed care organizations
(MCOs)

Statewide?

__Yes X No

Yes

No

Yes No

Mandatory enrollment?

___Yes X _No

Yes

No

Yes No

Number of MCOs

One

B. Primary care case
management (PCCM) program

Yes

C. Non-comprehensive risk
contractors for selected services
such as mental hedlth, dentd, or
vison (gpecify servicesthat are
carved out to managed care, if
goplicable)

N/A

D. Indemnity/fee-for-service
(specify servicesthat are carved
out to FFS, if applicable)

Yes, Carved out
servicesinclude
prescriptions, dental
and vision for the
MCO program.

E. Other (specify)

F. Other (specify)

G. Other (specify)

*Make a separate column for each “other” program identified in Section 2.1.1. To add acolumn to a
table, right click on the mouse, select “insert” and choose “column”.
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3.3  How much does CHIP codt families? Phase | of the children’s health insurance plan does
not include any premiums, co-insurance or deductibles.

3.3.1 Iscos sharing imposed on any of the families covered under the plan? (Cost sharing
includes premiums, enrollment fees, deductibles, coinsurance/
copayments, or other out-of-pocket expenses paid by the family.)
_X__No, skip to section 3.4

__Yes, check dl that apply in Table 3.3.1

Table 3.3.1

Type of cost-sharing Medicaid State-designed Other CHIP
CHIP Expansion Program | CHIP Program | Program*

Premiums

Enrollment fee

Deductibles
Coinsurance/copayments**

Other (specify)

*Make a separate column for each “other” program identified in section 2.1.1. Toadd a
column to atable, right click on the mouse, sdlect “insart” and choose * column”.
**See Table 3.2.1 for detailed information.

3.3.2 If premiumsare charged: What isthe leve of premiums and how do they vary by
program, income, family size, or other criteria? (Describe criteria and attach schedule.)
How often are premiums collected? What do you do if familiesfail to pay the
premium? Isthere awaiting period (lock-out) before afamily can re-enroll? Do you
have any innovative gpproaches to premium collection?

3.3.3 If premiumsare charged: Who may pay for the premium? Check al that apply.
(Section 2108(b)(2)(B)(iii))

Employer
Family
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334

335

3.3.6

3.3.7

338

3.39

Absent parent
Private donations/sponsorship

Other (specify)

If enrollment feeis charged: What isthe amount of the enrollment fee and how
does it vary by program, income, family size, or other criteria?

If deductibles are charged: What isthe amount of deductibles (specify, including
variations by program, health plan, type of service, and other criteria)?

How are families notified of their cost-sharing requirements under CHIP, including the
5 percent cap? N/A

How isyour CHIP program monitoring that annual aggregate cost-sharing does not
exceed 5 percent of family income? Check dl that apply below and include a narrative
providing further details on the gpproach. N/A

Shoebox method (families save records documenting cumulative level of cost
sharing)

Hedlth plan adminigtration (hedth plans track cumulative level of cost sharing)
__Audit and reconciliation (State performs audit of utilization and cost sharing)

_ Other (specify)

What percent of families hit the 5 percent cap since your CHIP program was
implemented? (If more than one CHIP program with cost sharing, specify for each
program.) N/A

Has your State undertaken any assessment of the effects of premiums on participation
or the effects of cogt sharing on utilization, and if so, what have you found? No

3.4  How do you reach and inform potentia enrollees?

34.1

What client education and outreach approaches does your CHIP program use?

Please complete Table 3.4.1. Identify al of the client education and outreach
approaches used by your CHIP program(s). Specify which approaches are used
(T=yes) and then rate the effectiveness of each gpproach on ascae of 1 to 5, where
1=lesst effective and 5=mogt effective.
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Table 3.4.1

Approach Medicaid CHIP Expansion State-Designed CHIP Program Other CHIP Program*
T=Yes Rating (1-5) T =Yes Rating (1-5) T=Yes Rating (1-5)

Billboards

Brochures/flyers O 3

Direct mail by State/enrollment ) 2

broker/administrative contractor

Education sessions ) 3

Home visits by State/enrollment e 4

broker/administrative contractor

Hotline e 2

Incentives for education/outreach staff

Incentives for enrollees

Incentives for insurance agents

Non-traditional hoursfor application
intake

Prime-time TV advertisements

Public accesscable TV

Public transportation ads
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Radio/newspaper/TV advertisement and 0] 3
PSAs
Signs/posters O 3

State/broker initiated phone calls

Other (specify)

Other (specify)

*Make a separate column for each “other” program identified in section 2.1.1. To add a column to atable, right click on the mouse, select
“insart” and choose “column”.
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34.2 Where does your CHIP program conduct client education and outreach?

Please complete Table 3.4.2. Identify al the settings used by your CHIP program(s) for client education and outreach. Specify
which settings are used (T=yes) and then rate the effectiveness of each setting on ascale of 1 to 5, where 1=least effective and

5=mog effective.
Table 3.4.2
Medicaid CHIP Expansion State-Designed CHIP Program Other CHIP Program*
Setting
T=Yes Rating (1-5) T =Yes Rating (1-5) T= Yes Rating (1-5)
Battered women shelters @) 3
Community sponsored events Started with
Phase 2
Beneficiary’ shome
Day care centers
Faith communities @) 2
Fast food restaurants
Grocery stores @) 1
Homeless shelters @) 3
Job training centers
Laundromats
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Libraries

Local/community health centers

Point of service/provider locations

Public meetings/health fairs

Public housing

Refugee resettlement programs

O O O O O O

w| M W] M W]

School s/adult education sites

Senior centers

(@]

Social service agency

(@

Workplace

Other (specify)

Other (specify)

*Make a separate column for each “other” program identified in section 2.1.1.  To add acolumn to atable, right click on the mouse, sdlect

“insart” and choose “ column”.
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34.3 Describe methods and indicators used to assess outreach effectiveness, such as the number of children enrolled relative to
the particular target population. Please be as specific and detailed as possible. Attach reports or other documentation
where available. Outreach is provided through training and collabor ative effort with other agencies such as Head
Sart, WIC, Public Health, Maternal and Child Health Program and Medical Providers. Because of the small size
of this expansion, we have not conducted a formal assessment process for outreach effectiveness.

344 What communication gpproaches are being used to reach families of varying ethnic backgrounds? Thisis done at the
eligibility level and by our outreach partners and includes such things as interpreters and brochures written in
various languages.

345 Have any of the outreach activities been more successful in reaching certain populations? Which methods best reached
which populations? How have you measured their effectiveness? Please present quantitative findings where available.
Outreach is provided through eligibility workers who had a listing of individuals identified as being eligible on
reports submitted by the state. Starting with Phase 2, outreach was greatly increased and included training the
trainer seminarsin eight regions of the state plus two Indian reservations. Plus a local nonprofit entity has a
Robert Wood Johnson Foundation that has two specific focuses, two Indian tribes, and rural farm families. These
pilot projects are just starting and have not been in existence long enough to evaluate there effectiveness.
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3.5  What other health programs are available to CHIP digibles and how do you coordinate with them? (Section 2108(b)(1)(D))

Describe procedures to coordinate among CHIP programs, other hedlth care programs, and non-hedlth care programs. Table 3.5 identifies
possible areas of coordination between CHIP and other programs (such as Medicaid, MCH, WIC, School Lunch). Check al areasin which
coordination takes place and specify the nature of coordination in narrative text, either on the table or in an atachment.

Table 3.5

Type of coordination Medicaid* Maternal and child Other (specify) Other (specify)
health _WcC __Headstart

Administration

Outreach ) @) o)
Eligibility determination

Service ddlivery

Procurement

Contracting

Data collection O @) )

Quality assurance

Other (specify)

Other (specify)

Medicaid and the above three mentioned programs work together in collaborative efforts to identify individuals who are eligible for
Medicaid. Individualsfrom Medicaid, Maternal, and Child Health meet on a quarterly basis to discuss issues that affect each other and to
coordinate activities.

*Note: This columnis not gpplicable for States with aMedicaid CHIP expangion program only.
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3.6  How do you avoid crowd-out of private insurance? N/A

3.6.1  Describe anti-crowd-out policies implemented by your CHIP program. If there are differences across programs, please describe
for each program separately. Check dl that apply and describe.

Eligibility determination process:

____ Waiting period without hedth insurance (specify)

____Information on current or previous hedth insurance gathered on application (specify)
____Information verified with employer (oecify)

___Records match (specify)

___ Other (specify)

___ Cther (specify)

____ Bendfit package design:

_ Bendit limits (pecify)
__ Cost-sharing (specify)
___ Other (specify)
__ Other (specify)

____ Other policiesintended to avoid crowd out (e.g., insurance reform):

___ Other (spedify)
___ Other (specify)

3.6.2 How do you monitor crowd-out? What have you found? Please attach any available reports or other documentation.
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SECTION 4. PROGRAM ASSESSMENT

This section is designed to assess the effectiveness of your CHIP program(s), including enrollment, disenrollment, expenditures, access to care, and
qudity of care.

4.1 Who enrolled in your CHIP program?

41.1 What are the characteristics of children enrolled in your CHIP program? (Section 2108(b)(1)(B)(i)) Phase | of the CHIP
program was limited to individuals that were 18 years old with an average enrollment for the year of 3.7 months. Dueto
the limited number of individuals in this phase and the short duration of the program, little analysis of the characteristics
of the family were compl eted.

Please complete Table 4.1.1 for each of your CHIP programs, based on data from your HCFA quarterly enrollment reports.
Summarize the number of children enrolled and their characteristics. Also, discuss average length of enrollment (number of months)
and how this varies by characterigtics of children and families, as well as across programs.

States are dso encouraged to provide additiona tables on enrollment by other characterigtics, including gender, race, ethnicity,
parentd employment status, parentd marita status, urban/rurd location, and immigrant status. Use the same format as Table 4.1.1,

if possible.

NOTE: Toduplicate atable: put cursor on desired table go to Edit menu and chose “sdect” “table” Once the table is highlighted, copy it by
selecting “copy” in the Edit menu and then “paste’ it under the first table.

Table 4.1.1 CHIP Program Type _Medicaid Expansion

Characteristics Number of children Average number of Year End Enrollees as

ever enrolled months of enrollment percentage of unduplicated
enrollees per year

FFY 1998 FFY 1999 FFY 1998 FFY 1999 FFY 1998 FFY 1999

All Children 0 266 3.7 20.3%
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Age

Under 1

15

6-12

13-18

o ©o|] O] ©

266

3.7

20.3%

Countable | ncome
Level*

<=100% of FPL

266

3.7

20.3%

Above 150% FPL

Ageand Income

Under 1

<=100% of FPL

Above 150%
FPL

15

<=100% of FPL

Above 150%
FPL

6-12

<=100% of FPL
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Above 150%
FPL

13-18

<=100%of FPL | O 266 3.7 20.3%

Above 150%
FPL

Typeof plan

Fee-for-service 0 21 2.7 19.0
Managed care 0 8 4.3 25.0
PCCM 0 237 3.8 20.3

*Countable Income Levd is as defined by the states for those that impose premiums at defined levels other than 150% FPL. Seethe HCFA
Quarterly Report indructions for further details.

SOURCE:  HCFA Quarterly Enrollment Reports, Forms HCFA-21E, HCFA-64.21E, HCFA-64EC, HCFA Statistical Information Management System, October 1998

4.1.2 How many CHIP enrollees had access to or coverage by hedth insurance prior to enrollment in CHIP? Please indicate the source
of these data (e.g., application form, survey). (Section 2108(b)(1)(B)(i)) Asthisisa Medicaid expansion, recipients can have
both health insurance and Medicaid. Based on the September 1999 enrollment data approximately 25% have other
insurance coverage.

4.1.3  What isthe effectiveness of other public and private programsin the State in increasing the availability of affordable quality
individua and family hedth insurance for children? (Section 2108(b)(1)(C)) Other than normal insurance products, thereis no
other program that provides a comprehensive affordable quality health insurance product in the state of North Dakota.
The Noridan Mutual 1nsurance Company does provide a limited health insurance product named the “ Caring Program”
and as of September 30, 1999 there were 956 children enrolled in that program.
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4.2  Who disenrolled from your CHIP program and why?

4.2.1 How many children disenrolled from your CHIP program(s)? Please discuss disenrollment rates presented in Table 4.1.1. Was
disenrollment higher or lower than expected? How do CHIP disenrollment rates compare to traditional Medicaid disenrollment
rates? There were 213 individuals who disenrolled during the year. Based on a review of the reasons identified in table
4.2.3, the disenrollment numbers are about what we expected. No comparison of the two programs was made since Phase
| was an expansion of our programto 18-year-olds. Thus, thereis no correlation between the two programsin
disenrollment rates.

4.2.2 How many children did not re-enrall a renewa? How many of the children who did not re-enroll got other coverage when they

left CHIP? There were 213 children who disenrolled during the year. Of these, 29 individuals obtained Medicaid
coverage through the regular program; it is unknown how many others had coverage when they left the CHIP program.
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4.2.3  What were the reasons for discontinuation of coverage under CHIP? (Please specify data source, methodologies, and reporting
period.) Source of information is state report HESMA700 and is based on changesin eligibility. The report period is for
March 1999 through September 1999.

Table 4.2.3

Medicaid State-designed CHIP Other CHIP Program*
CHIP Expansion Program Program
Reason for
discontinuation of
coverage

Number of Percent of | Number of Percent of | Number of Percent of
disenrollees total disenrollees total disenrollees total

Total 125 100%

Accessto
commercia
insurance
Eligiblefor 29 23%
Medicaid
Income too high 37 30%

Aged out of 29 23%
program
Moved/died 19 15%

Nonpayment of
premium
Incomplete
documentation
Did not
reply/unable to
contact

Other (specify)
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Other (specify)

Don’t know 11 9%

*Make a separate column for each “other” program identified in section 2.1.1.  To add acolumn to atable, right click on the mouse, sdect “insert”
and choose “column”.
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4.2.4

4.3 How much did you spend on your CHIP program?

43.1

FFY 1998

$0

FFY 1999 $97,993

Please complete Table 4.3.1 for each of your CHIP programs and summarize expenditures by category (total computable
expenditures and federa share). What proportion was spent on purchasing private hedth insurance premiums versus purchasing

direct services?

What stepsis your State taking to ensure that children who disenroll, but are ill digible, re-enroll? The state office reviews the
monthly disenrollments and if the children still appear to be eligible, we work with the county eligibility worker to get the
child reenrolled.

What were the total expenditures for your CHIP program in federal fisca year (FFY) 1998 and 19997

Table 4.3.1 CHIP Program Type

Type of expenditure

Total computable share

Total federal share

FFY 1998 FFY 1999 | FFY 1998 FFY 1999
Total expenditures 0 $93,910 0 $74.151
Premiumsfor private 0 0 0 0
health insurance (net 1
of cost-sharing
offsets)*

## Note: During review

match code. An adjustment will be made dur

of costs, we noted that we inadvertently charged paymentsto the HMO to an incorrect
ing the FFY ended 9/30/00 to correct this oversight.

Fee-for-service
expenditures (subtotal)
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[ npgti ent hospital 0 $16,290 0 $12,863
services

Inpatient mental health 0 0 0 0
facility services

Nursing care services 0 0 0 0
Phy§i cian and surgical 0 $28,951 0 $22,860
services

Outpatient hospital 0 $11,161 0 $8,813
services

Outpatient mental 0 0 0 0
health facility services

Prescribed drugs 0 $11,113 0 $8,775
Dental services 0 $8,897 0 $7,025
Vision services 0 0 0 0
Other practitioners 0 $1,405 0 $1,109
services

Clinic services 0 $2,448 0 $1,933
Therapy and 0 0 0 0
rehabilitation services

Laboratory and 0 $673 0 $531
radiological services

Durable and 0 0 0 0
disposable medical

equipment

Family planning 0 0 0 0
Abortions 0 0 0 0
Screening services 0 0 0 0
Home health 0 $1,320 0 $1,042
Home and community- 0 0 0 0
based services
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Hospice 0 0 0 0
Medical transportation 0 0 0 0
Case management 0 0 0 0
Other services 0 $11,652 0 $9,200
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4.3.2 What werethe total expenditures that applied to the 10 percent limit? Please complete Table 4.3.2 and summarize expenditures by
category.

What types of activities were funded under the 10 percent cap? Salaries & Outreach Activities

What role did the 10 percent cap have in program design? _System design and outreach activities limited in phase | because
of limits.

Table 4.3.2

Type of expenditure Medicaid State-designed Other CHIP Program*
Chip Expansion Program CHIP Program

FY 1998 FY 1999 FY 1998 FY 1999 FY 1998 FY 1999
Total computableshare
Outreach 0 $530
Administration 0 $3,553
Other
Federal share
Outreach 0 $418
Administration 0 $2,817
Other

*Make a separate column for each “other” program identified in section 2.1.1.  To add acolumn to atable, right click on the mouse, sdect “insert”
and choose “column”.

4.3.3 What were the non-Federal sources of funds spent on your CHIP program (Section 2108(b)(1)(B)(vii))

Developed by the National Academy for State Health Policy Page 50 of 66 04/28/00



_ X State appropriations

___ County/loca funds

____Employer contributions

____Foundation grants

____ Private donations (such as United Way, sponsorship)
____ Other (specify)

4.4  How areyou assuring CHIP enrollees have access to care?

44.1 What processes are being used to monitor and evauate access to care received by CHIP enrollees? Please specify each delivery
system used (from question 3.2.3) if gpproaches vary by the delivery system within each program. For example, if an gpproach is
used in managed care, specify ‘MCO.” If an approach is used in fee-for-service, specify ‘FFS.” If an gpproachisused ina
Primary Care Case Management program, specify ‘PCCM.’

Table 4.4.1

Approaches to monitoring access Medicaid CHIP Expansion | State-designed CHIP | Other CHIP
Program Program Program*

Appointment audits PCCM, FFS

PCP/enrollee ratios PCCM, MCO

Time/distance standards PCCM, MCO

Urgent/routine care access standards
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Network capacity reviews (rural
providers, safety net providers,

speciaty mix)

Complaint/grievance/ MCO

disenrollment reviews

Casefilereviews FFS, PCCM, MCO
Beneficiary surveys FFS PCCM, MCO

Utilization analysis (emergency room FFS, PCCM, MCO
use, preventive care use)
Other (specify) Prior authorizationof | FFS PCCM
select services

Other (specify)

Other (specify)

*Make a separate column for each “other” program identified in section 2.1.1. To add a column to atable, right click on the mouse, select “insart”
and choose “column’”.

4.4.2 What kind of managed care utilization data are you collecting for each of your CHIP programs? If your State has no contracts with

heslth plans, skip to section 4.4.3.
Table 4.4.2
Type of utilization data Medicaid CHIP Expansion | State-designed CHIP | Other CHIP Program*
Program Program
Requiring submission of raw X Yes ___No __Yes ___No __Yes __No
encounter data by health plans
Requiring submission of aggregate | Yes __ No __Yes __ _No __Yes __No
HEDIS data by health plans
Other (specify). __Yes __No ___Yes __No __Yes __No

*Make a separate column for each “ other” program identified in section 2.1.1. To add a column to atable, right click on the mouse, select “insert”
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and choose “column”.

443  Wha information (if any) is currently avallable on accessto care by CHIP enrolleesin your State? Please summarize the results.
N/A

444  What plans does your CHIP program have for future monitoring/evauation of access to care by CHIP enrollees? When will data
be avalable? We are currently in the process of having a decision support and executive information systeminstalled in
our state. Medicaid, CHIP and HMO information will available through that system. This information should be
available in late November or early December 2000.

45  How are you measuring the qudity of care received by CHIP enrollees?
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45.1 What processes are you using to monitor and evaduate quality of care received by CHIP enrollees, particularly with respect to well-
baby care, wdl-child care, and immunizations? Please specify the approaches used to monitor qudity within each ddivery sysem
(from question 3.2.3). For example, if an gpproach is used in managed care, specify ‘“MCQO.” If an gpproach is used in fee-for-
sarvice, specify ‘FFS.” If an gpproach isused in primary care case management, specify ‘PCCM.’

Table 4.5.1
Approaches to monitoring Medicaid CHIP State-designed CHIP Other CHIP Program
quality Expansion Program Program

Focused studies (specify)

Client satisfaction surveys MCO, FFS, PCCM
Complaint/grievance/ MCO, FFS, PCCM

disenrollment reviews
Sentinel event reviews

Plan site visits

Casefilereviews

Independent peer review FFS, PCCM

HEDIS performance
measurement

Other performance
measurement (specify)
Other (specify)

Other (specify)

Other (specify)

*Make a separate column for each “other” program identified in section 2.1.1. To add a column to atable, right click on the mouse, sdlect “insart”
and choose “column”.

452 What information (if any) is currently available on quality of care received by CHIP enrolleesin your State? Please summarize the
results. N/A
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453  What plansdoesyour CHIP program have for future monitoring/evauation of qudity of care received by CHIP enrollees? When
will data be avalable? We are in the process of installing an executive information and decision support system that
includes this information and/or will give use the capability to access thisinformation. This system should be available for
information in late November or early December.

4.6 Please atach any reports or other documents addressing access, qudlity, utilization, codts, satisfaction, or other aspects of your CHIP
program’s performance. Please list attachments here.

SECTION 5. REFLECTIONS

This section is designed to identify lessons learned by the State during the early implementation of its CHIP program as well asto discuss waysin
which the State plans to improve its CHIP program in the future. The State eval uation should conclude with recommendations of how the Title XXI
program could be improved.

5.1 What worked and what didn’t work when designing and implementing your CHIP program? What lessons have you learned? What are
your “best practices’? Where possible, describe what eval uation efforts have been completed, are underway, or planned to analyze what
worked and what didn’'t work. Be as specific and detailed as possible. (Answer al that apply. Enter ‘NA’ for not gpplicable.)

This phase of the program was only an expansion of our current Medicaid program for 18-year-olds and, as such was for a very small
number of individuals. Therefore, nothing different was done in respect to any of the information identified below. Phase |l of the
S-CHIP program, known as Healthy Steps, included major changes to most of the itemsidentified below. Phasell was
implemented as of October 1, 1999. Asthisreport isfor the period ended September 30, 1999, the items identified below are not
relevant.

511 Eligibility Determination/Redetermination and Enrollment
512 Outreach

513 Benefit Structure
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514 Cogt-Sharing (such as premiums, copayments, compliance with 5% cap)

515 Ddivery System

5.1.6 Coordination with Other Programs (especialy private insurance and crowd-out)
5.1.7 Evauation and Monitoring (including deta reporting)

51.8 Other (specify)

5.2  What plans does your State have for “improving the availability of hedth insurance and
hedlth care for children”? (Section 2108(b)(1)(F)) The Sate of North Dakota has implemented Phase 11 of the children’s health
insurance program. Phasell isa separate insurance programfor children O through 5 at 134 to 140 percent of the federal poverty
level and for children 6 through the month the child turns 19 at 101 to 140 percent of the federal poverty level. As of March
22,2000 there are 1,470 children enrolled in this phase.

5.3 Wha recommendations does your State have for improving the Title X XI program? (Section 2108(b)(1)(G)) There needsto be a
concerted effort on the Federal level between Federal Agencies to help States implement programs. For example, President
Clinton has stressed that outreach should be done through school districts. When school districts try to send out information about
the children’s health insurance program, they are told by the United States Post Office that they can not send out any literature
regarding Healthy Steps that may identify an insurance company through their bulk mail permit. These types of things should be
resolved at the Federal level between Federal Agencies and not by any State.
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Addendumto Table3.1.1

The following questions and tables are designed to assst states in reporting countable income levels for their Medicaid and SCHIP programs and
included in the NASHP SCHIP Evduation Framework (Table 3.1.1). Thistechnica ass stance document isintended to help states present this
extremey complex information in astructured format.

The questions below ask for countable income levels for your Title XXI programs (Medicaid SCHIP expansion and State-designed SCHIP
program), aswell as for the Title X1X child poverty-related groups. Please report your digibility criteriaas of September 30, 1999. Alsp, if the
rules are the same for each program, we ask that you enter duplicate information in each column to facilitate analys's across states and across
programs.

If you have not completed the Medicaid (Title X1X) portion for the following information and have passed it dong to Medicaid, please check here
9 and indicate who you passed it dong to. Name , phone/email

3.1.1.1 For each program, do you use a gross income test or a net income test or both?

Title X1X Child Poverty-related Groups __Gross X Net ____Both
Title XXI Medicad SCHIPExpanson _ Gross _ Net ____Both

Title XXI| State-Designed SCHIPProgram  Gross _ Net ____Both
Other SCHIP program __Gross __ Net ____Both

3.1.1.2 What was the income standard or threshold, as a percentage of the Federa poverty leve, for countable income for each group?  If the
threshold varies by the child's age (or date of birth), then report each threshold for each age group separately.

Title XIX Child Poverty-related Groups 133 %of FPL for childrenunderage 6
_100_% of FPL for children aged 6-17
% of FPL for children aged

Title XX Medicaid SCHIP Expansion 100 % of FPL for childrenaged 18
% of FPL for children aged
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% of FPL for children aged
Title XXI State-Designed SCHIP Program % of FPL for children aged
% of FPL for children aged
% of FPL for children aged
Other SCHIP program % of FPL for children aged
% of FPL for children aged
% of FPL for children aged

3.1.1.3 Complete Table 1.1.1.3 to show whose income you count when determining igibility for each program and which household members are
counted when determining digibility? (In households with multiple family units, refer to unit with gpplicant child)

Enter “Y” for yes, “N” for no, or “D” if it depends on theindividual circumstances of the case.

Table3.1.1.3
Title X1X Child Title XXI Title XXl State- | Other SCHIP
Poverty-related | Medicaid SCHIP | designed SCHIP Program*

Groups Expanson Program

Family Composition

Child, sblings, and legdly respongble adults living in the D D

household

All rdaivesliving in the household D D

All individuds living in the household D D

Other (specify)
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3.1.1.4 How do you define countable income? For each type of income please indicate whether it is counted, not counted or not recorded.
Enter “C” for counted, “NC” for not counted and “NR” for not recorded.

Table3.1.14

Type of Income

Title XIX Child
Poverty-related
Groups

Title XXI
Medicaid SCHIP
Expanson

Title XX State-
designed SCHIP
Program

Other SCHIP
Program*

Earnings
Earnings of dependent children

Tca>r

O w

Children NCiifin
School

Tca>r

O w

Children NCiifin
School

Earnings of students

Earnings from job placement programs

Earnings from community service programs under Title| of the
Nationad and Community Service Act of 1990 (e.g., Serve
America)

Ol ooz

Ol o0 =2

Earnings from volunteer programs under the Domestic
Volunteer Service Act of 1973 (e.g., AmeriCorps, Vista)

Education Related Income
Income from college work-study programs

Assgtance from programs administered by the Department of
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Education

Education loans and awards

NC

NC

Other Income
Earned income tax credit (EITC)

Alimony payments received

Child support payments received

Roomer/boarder income

Income from individua devel opment accounts

Gifts

In-kind income

Program Benefits
Weéfare cash benefits (TANF)

Supplementa Security Income (SSI) cash benefits

Socid Security cash benefits

Housing subsdies

Foster care cash benefits

Adoption assistance cash benefits

Veterans benefits

Emergency or disagter relief benefits
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Low income energy ass stance payments N N
C C
Native American tribd benefits PER CAPITAL | PERCAPITAL
FUNDS FUNDS
=NC =NC
OTHER= C OTHER= C
Other Types of Income (specify) Example: Rental, cash C C

contributions, 1M funds over $2,000

*Make a separate column for each “other” program identified in Section 2.1.1. To add a column to atable, right click on the mouse, sdlect “insert”

and choose “column”.
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3.1.1.5 What types and amounts of disregards and deductions does each program use to arrive at total countable income?

Please indicate the amount of disregard or deduction used when determining eligibility for each program. If not

applicable, enter “NA.”

Do rules differ for gpplicants and recipients (or between initia enrollment and redetermination) Yes X __No
If yes, please report rules for applicants (initid enrollment).
Table3.1.1.5
Title X1X Child Title XXI Title XXI Sate- Other SCHIP
Poverty-related Medicad designed SCHIP Program*
Groups SCHIP Program
Type of Disregard/Deduction Expansion
Eamnings $ Greater of $ Greater of $
$90 or Actual $90 or Actual
Sdlf-employment expenses $ Greater of $ Greater of $
$90 or Actual $90 or Actual
Alimony payments $N/A $N/A $
Received
Pad $ Actual court | $Actual court | $
ordered amount | ordered amount
paid. paid.
Child support payments $50 $50 $
Recaived
Paid $ Actual court | $ Actual court | $
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Child care expenses $ Amount $ Amount

incurred incurred
Medica care expenses Includes transportation and $ Amount $ Amount
remedial expense. incurred incurred
Gifts $NA $NA

Other types of disregards/deductions (specify) Health & LTC | $ Actual, except | $ Actual, except
insurance premiums, adult dependant care expenses, $30 | asidentifiedat | asidentified at
wor k/training allowance, guardian fees up to 5%, | eft. | eft.

mandatory retirement plan deductions, union dues,
expenses of a blind person
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*Make a separate column for each “other” program identified in Section 2.1.1. To add acolumnto a
table, right click on the mouse, select “insert” and choose “column”.

3.1.1.6 For each program, do you use an asset or resource test?

Title XIX Poverty-related Groups
(complete column A in 3.1.1.7)

Title XX1 SCHIP Expanson program

column B in 3.1.1.7)

Title XXI State-Designed SCHIP program

(complete column Cin 3.1.1.7)
Other SCHIP program

No

X_Yes

_X_Yes(complete

No

No

(complete column D in 3.1.1.7)

3.1.1.7 How do you treat assets/resources?

Yes

Yes

Please indicate the countable or allowable level for the asset/resource test for each program
and describe the disregard for vehicles. |f not applicable, enter “NA.”

Table3.1.1.7 Title XIX Child Title XXI Title XX
Poverty-related | Medicaid SCHIP | designed
Groups Expansion Prog
Treatment of Assets/Resources (A) (B) (€
Countable or alowable level of asset/resource test $3,000 for 1 $3,000 for 1 $
person person
household, household,
$6,000 for 2 $6,000 for 2
person person
household plus | household plus
$25 for each $25 for each
additional additional
person. person.
Treatment of vehicles: Yes, 1is Yes, 1is
Are one or more vehicles disregarded? Yesor No disregarded disregarded
What isthe vaue of the disregard for vehicles? $ Actual $ Actual $
Valuationof 1 | Valuation of 1
Vehicle Vehicle
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When the value exceeds the limit, isthe child indigible(*1”) or
isthe excess gpplied (“A”) to the threshold alowable amount
for other assets? (Enter | or A)

If total assets
exceed the limit
above the child

isindigible.

If total assets
exceed the limit
above the child

isindigible.

*Make a separate column for each “other” program identified in Section 2.1.1. To add acolumnto a
table, right click on the mouse, select “insert” and choose “column”.

3.1.1.8 Have any of the eigibility rules changed since September 30, 1999?  Yes

54
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